and it is clear, on clinical evidence, that it is a station from which many reflexes arise. Skiagrams of cases of kinking or of bands at the hepatic flexure show no break in the colic shadow at the site of the kink or adhesions ( fig. 8 ), such as we expect to see if either a band or flexure causes obstruction to the passage of contents. Skiagrams of normal and pathological conditions of the transverse colon usually show in or near the subpyloric segment a change in the condition of contraction, agreeing with the conception of a physiological change at that point. The tonically contracted condition of the distal colon, the production of diverticula, so often seen in cases of stasis, are in keeping with the theory of a functional inco-ordination of the neuro-muscular mechanism, and against a mechanical interpretation. Finally, in some cases of megacolon I have found a most remarkable hypertrophy or overgrowth of the myenteric (Auerbach's) plexus.
Dr. ARTHUR F. HERTZ said he found it somewhat difficult to discuss Professor Keith's paper because he was in such entire agreement with him. He (the speaker) started in the physiological laboratory to work at the subject, and later from the point of 'view of the physician, and in almost every detail he agreed with Professor Keith that intestinal stasis depended upon physiological as opposed to mechanical factors.
Professor Keith seemed to think there was a very essential relationship between ptosis and stasis; but his own view was that he had rather exaggerated that relationship, as one often saw extreme degrees of ptosis without stasis. In the severest case of ptosis he had ever seen-in a child with congenital absence of abdominal muscles, in whom one could take hold of the liver, the spleen or other abdominal organ in one's hand and move them about the abdomen at will-there was no trace of stasis, and the child's bowels had always acted regularly. He had often come across patients accidentally, who had entered the hospital for some other cause, who had never had intestinal stasis, but they had very weak abdominal walls and extreme ptosis. On the other hand, he had seen cases of very severe intestinal stasis and no ptosis at all. He was also inclined to think that Professor Keith laid too much stress on the anatomical changes in the cases of stasis which he had been able to examine after the colon had been removed, because, after all, these were end-cases. The majority of the cases seen by the physician were cases in which no one would dream of advising a colectomy, and from the complete recovery which generally occurred one would hardly imagine that there could be any anatomical changes present which would affect Auerbach's plexus.
With regard to the sphincter in the transverse colon, to which Professor Keith referred, the only evidence he had was the impression he had derived from a large number of cases in which he had seen a mass movement of the colon take place, that in many cases it had begun a little beyond the hepatic flexure. He had never seen it begin at the tip of the caecum. He had never seen an antiperistaltic wave under natural conditions, and he would be interested to hear whether others had. He had never known it to occur in a patient who had not organic obstruction, or in whom the colon had not been artificially distended with a barium enema. He was still doubtful whether antiperistalsis occurred under perfectly physiological conditions. He knew Professor Keith fully agreed with him in regard to the importance of what he (the speaker) had ventured to call achalasiathe absence of the normnal relaxation of a sphincter-but the opener did not speak of it in connexion with the ileocaecal sphincter. There were doubtless cases in which a spasm of the sphincter occurred, and others in which the sphincter was relaxed and incompetent. But the largest number of cases of ileal stasis were due to a third physiological process, achalasia; as each peristaltic wave moved along the end of the ileum, the sphincter did not relax as it normally should, so as to allow freces to enter the cacum. Those three causes, he considered, accounted for practically all the cases of ileal stasis, except when gross obstruction, due to such conditions as adhesions following appendicitis, a tumour or tubercular disease, was present.
He wished to express his thanks to Professor Keith for his extremely interesting address, which showed that anatomy could be made an extremely living and practical subject.
Dr. ALFRED C. JORDAN said: I have listened with keen interest to Professor Keith's masterly exposition. He has given us much to think about. I thank him for his kind references to my own work. Although he regards chronic intestinal stasis from a different point of view to my own, I can safely say there are only a few points wherein my observations are in conflict with Professor Keith's; I ask leave to show a few slides to illustrate the points at issue.
